
STEP-UP Emergency Contact Form 2015 
  
STEP-UP Intern’s Name: _______________________________________________________ 
 
Primary Parent or Guardian’s Name: _____________________________________________ 
 
Cell Phone #: _______________________Home Phone #:_________________________ 
 
Work Phone #:__________________________ 
 
Address: _____________________________________________________________________ 
 
E-mail Address: _______________________________________________________________ 
 
Secondary Parent or Guardian’s Name: ___________________________________________ 
 
Cell Phone #: ___________________________Home Phone #:__________________________ 
 
Work Phone #:__________________________ 
 
Address: _____________________________________________________________________ 
 
E-mail Address: ___________________________________________________ 
 
Other Emergency Contact’s Name: ______________________________________________ 
 
Cell Phone #: ____________________________Home Phone #:________________________ 
 
Work Phone #:__________________________ 
 
E-mail Address: _______________________________________________________________ 
 
Do you have any health concerns (medications, chronic conditions, allergies, behavioral or mental 
disabilities) that we should know about in order to ensure successful participation? If yes, please 
describe: 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
  
Doctor’s Name: _____________________________Phone #:___________________________  
 
Dentist’s Name: _____________________________Phone #:___________________________ 
 
Hospital Preference: ___________________________________________________________ 
 
 
 
Sign: ________________________________________________________________________ 

(Signature of Parent or Guardian) 


